presented the first paper and suggested that there is at present sufficient clinical evidence of the efficacy of psychosurgery to justify its continued use in certain severe psychiatric illnesses that have failed to respond to other treatments.
Psychosurgery -why not ban it?'
Dr Paul Bridges (Geoffrey Knight Psychosurgical Unit, Brook General Hospital, London) presented the first paper and suggested that there is at present sufficient clinical evidence of the efficacy of psychosurgery to justify its continued use in certain severe psychiatric illnesses that have failed to respond to other treatments.
He emphasized the importance of making clear what operations were being discussed and for what conditions. Many heated arguments about psychosurgery attack the original operation of standard prefrontalleucotomy used by Freeman and Watts, dating from 1936-over 40 years ago. This operation, as is well known, had considerable risks of producing major personality changes and other serious sequelae, such as persistent epilepsy. Nevertheless, in its time. that operation may well have constituted the best available treatment for treatment-resistant schizophrenic illnesses. Tooth's and Newton's study, published in 1961,of the results of operations on 10365 patients in England and Wales, reported that as many as 20% of the schizophrenic patients were able to leave hospital as either totally or socially recovered. This was suggested to be a better result than that produced by the other forms of treatment then in use. In its day, prefrontalleucotomy probably had more justification than we now accord it. That operation became obsolete in the 1950s (or should have done) with the discovery of the neuroleptic drugs, which offered more specific and effective treatment for schizophrenia, and with fewer risks.
Dr Bridges went on to defend pragmatic treatments in medicine even if their theoretical bases lack certainty. He noted that the precise action of, for example, aspirin and of digoxin is not known. But even if we do not know how aspirin and digoxin produce their beneficial effects, at least they are not dangerous when used with caution. With psychosurgery there are higher risks, although with contemporary operations the risks are much less than they were with earlier techniques. As a consequence of these risks, including haemorrhage for example, operations are only to be recommended for those with severe and disabling illnesses where alI other therapy has failed, where suffering continues unabated and often where the risk of successful suicide is high.
There seems to be an influential but uninformed feeling that surgery is inappropriate for psychiatric conditions, which many people regard as more I Reportof meeting of Section of Psychiatry, 8 January 1980. Accepted 22April 1980 o141-{)768/80/070S26-03/S01.00/0 'spiritual' than 'physical', However, now that there is much evidence to suggest the possibility of an inherited defect of neurotransmission in some forms of depression, stereotactic surgery for endogenous depression seems to have precisely the same justification as stereotactic surgery for Parkinsonism, another condition known to result from abnormalities of neurotransmission.
Dr Bridges next referred to the controversy over mounting a double-blind controlled trial and said that even if the ethical problems could be overcome, fundamental difficulties remained in the absence of more exact knowledge of detailed aetiology and classification. He felt that the clinical evidence we have, while not total1y convincing scientifical1y, was acceptable in the real world as a means of helping severely ill patients. He praised the work of Mr Geoffrey Knight who, he considered, introduced contemporary psychosurgery. Mr Knight had developed a stereotactic technique to improve precision in siting the surgical lesion ; he had devised a method ofmaking a lesion that could be varied in size as required and yet produced minimum trauma on entry. In addition, he always arranged for a senior psychiatrist, not directly associated with his department, to assess the results several years after the operation. He termed his operation stereotactic subcaudate tractotomy, and the evidence shows that it is a more refined, precise operation than resulted from earlier 'free hand' techniques and has minimal side effects. Mr Knight also established the principle that psychosurgical units should involve both a consultant neurosurgeon and a specially experienced consultant psychiatrist, and that referrals should be to this team. The two main changes since the original prefrontalleucotomy operation have been, firstly, the development of stereotactic techniques and, secondly, the clinical finding that schizophrenia is not a primary indication for psychosurgery unless it is associated with prominent affective symptoms. Thus intractable depression, severe anxiety or tension and obsessional illness have become the major indications for the operation. Dr Bridges excluded from this debate amygdalotomy, which has been proposed as an operation for abnormally aggressive behaviour.
He then referred to the published results of stereotactic tractotomies assessed between 2! and 4 years later (Goktepe et al. 1975) and commented that recovery rates of over 60% were very impressive in patients who were so ill and whose illnesses were so long drawn out and so refractory to other forms of treatment. The accusation of personal bias in follow-up assessment can always be made, but the good results do tend to be confirmed by rather more objective methods of assessment such as psychological testing. Moreover, there is evidence that the operation very considerably reduces treatment needs in subsequent months and years in those who respond (Goktepe et al. 1975) . A particularly important benefit, which perhaps only the prejudiced could deny, is the reduction in suicidal attempts that results from the operation in those who do well (Table I) .
Dr Bridges went on to ask what the purist, who would ban the treatment because of the lack of scientific evidence of how it works, would do with a recent patient who had 50 admissions for recurrent depressions; or with another patient kept well only by the administration of 200 ECTs. He asked, 'What is the practical clinical alternative in such cases?' With the wide range of antidepressant drugs now available and the prospect of new, more effective compounds perhaps to be introduced, the need for psychosurgery is likely to decrease. But what do we do in the meantime? Dr Bridges concluded by showing a videotape of the clinical changes shown by severely ill patients before and a month after operation.
Taking another view, Dr Anthony Clare (The Institute of Psychiatry, London) said he was not opposed in principle to psychosurgery, certainly not to the reasonable and moderate claims expressed by the previous speaker. He was, however, uneasy about the uncertainty, and he commented on Valenstein's (1977) doubts about the specificity of target sites in the brain. There was little convincing evidence that particular targets were especially suitable for particular illnesses. Though there seemed to be some agreement about which patients were most likely to be helped those with depression, anxiety and obsessional illnessesthere was fundamental disagreement as to which areas to submit to surgery.
He commented that, whereas most people agreed that all other methods of treatment should have been tried and should have failed, he was not convinced that behaviour therapy had always had a fair chance, especially in cases of obsessional disorder.
Some ethical difficulties are common to wide areas of medicine: whether informed consent is genuine; whether assessment of outcome is objective; and the conflict between the patient's interest and research aims. But there were special problems with psychosurgery because of the closeness of the effects to the core of the 'personality', to the 'mind' and to the 'soul'. These problems had made the arguments specially acrimonious and bitter. Dr Clare criticized the use in the United States of psychosurgery in children for the so-called hyperkinetic syndrome and other uses of it there. He also could not accept psychosurgery for some anomalies of sexual behaviour, especially in offenders and as a potential means of social control over deviant individuals.
He agreed with Dr Bridges in that he felt that if psychosurgery is to continue to be carried out, the operations should be confined to a few units with extensive experience, with limited and defined criteria for selection and with established methods of evaluation.
In opening the discussion, Dr J S Price (St John's Hospital, Aylesbury), said that he was concerned about the problem a general psychiatrist faced in deciding whether or not to refer a patient to a specialist psychosurgical unit for assessment. He explained that he needs the best scientific evidence available in order to advise a patient, his relatives and his general practitioner, any of whom may have strange ideas about psychosurgery and also prejudices perhaps inflamed by the media and by fringe pressure groups. At present the psychiatrist has to make a decision on evidence that would not satisfy the criteria of clinical science taught him at his medical school. In particular there has never been a randomized trial. Careful follow-up studies over long periods and by independent people have suggested that great benefits may follow the operation and with few side effects; but the sceptic, reflecting on the long history of insulin coma treatment for schizophrenia, must remain in doubt.
It seemed to Dr Price very likely that no randomized trial of psychosurgery would be regarded as ethically possible by a majority of psychiatrists. All controlled trials reflect a compromise between our duty to future patients and the patient who sits in our consulting room. In the tradition of medicine our main duty is to our present patient and in advising someone to enter a controlled trial we are in some way fudging the issue of immediate professional responsibility in order to take account of future clinical problems. He went on to suggest that one way out of the impasse might be for a corporate act by the profession to insist that all patients referred for psychosurgery, and found suitable, should have a statistically randomized chance of having the operation. Many psychiatrists, however, referring dangerously ill patients, might reject this perhaps excessively rigid measure on the grounds of the urgent need for treatment.
In the ensuing discussion, Dr Desmond Kelly (Medical Director, The Priory Hospital, London) produced figures of his cases at Atkinson Morley's Hospital, London. Of 148 patients followed up 20 months after limbic leucotomy, two-thirds were improved and the category with the best outcome was obsessional neurosis (84% improved). Patients with chronic intractable anxiety or depression, or schizophrenia, had a lower improvement rate (60%), and those with other conditions -personality disorders, anorexia nervosa, depersonalization -improved least (41%).
He then went on to discuss suicidal behaviour. Of the total patients before operation, 69 had made at least one serious suicide attempt. Two patients had killed themselves after referral to the psychosurgical teams but before they could be seen. At the time of follow up, 8 (5.4%)of those operated on had committed suicide. All of these had previously made determined attempts before operation. For 5 of them the last straw seemed to have been the sudden withdrawal of an important social support. The suicides were spread fairly evenly among the diagnostic groups (Kelly 1980). Dr Kelly asked Dr Bridges how many of the patients admitted to the Geoffrey Knight Unit had committed suicide after stereotactic subcaudate tractotomy. Follow-up studies in this unit have shown that the postoperative rate of death by suicide is of the order of 1%.
